spontaneous over a few months. Patient denied trauma at site of lesions, self manipulation and insect bites or history of contact with patient of tuberculosis.
Introduction
The rising trend of tuberculosis (TB) is a staggering problem the world over. Cutaneous tuberculosis (CTB) constitutes 1-2% of all TB cases. [1, 2] There is diversity of morphological forms and unusual clinical presentation with involvement of face, nose, conjunctiva and buttocks. [3] [4] [5] Lupus vulgaris is the commonest form of CTB characterised by slowly enlarging plaque with slightly elevated border, central atrophy and "apple jelly" crusting. [1] Diagnosis poses a major challenge as results of microscopy and conventional culture are negative consequential to sparse bacilli in the lesion. Clinical presentation is ambiguous as facial lesions of sporotrichosis, chromoblastomycosis and cutaneous leishmaniasis may mimic CTB. [6] [7] [8] This accounts for underestimation of cases and diagnosis may be overlooked. Molecular diagnostic techniques like PCR followed by anti-tubercular treatment helps in resolving diagnostic dilemma and disease.
Case Report
A 22-year-old male visited the Dermatology clinic with non-healing, gradually progressing bilaterally symmetrical facial lesions. The disease spanned over 1 year and 3 months starting with a small solitary pus-discharging papule over left side of nose progressing to involve adjacent malar areas, medial canthi and lower eyelids. Patient complained of painless oozing of pus, itching in lesions and watering of eyes. There was absence of fever, cough, haemoptysis and chest pain. The patient showed no response to antibiotic treatment.
A review of history revealed a similar ulcerated lesion discharging pus over left thigh one year back which healed
Discussion
Tuberculosis remains a constant threat to humans throughout the world. An estimated 1-2% of all tuberculosis cases have cutaneous disease. [1, 2] CTB has re-emerged in areas with high incidence of HIV infection and multi-drug resistant pulmonary tuberculosis. [9] The sites of predilection are head and neck in European countries and buttocks and trunk in India. [3] Our patient presented with rare facial lesions in butterfl y distribution with a healing lesion on left thigh probably due to the same pathology. Extension to eyelids and conjunctiva was seen without visual impairment. Similar exceptional cases of facial CTB with and without ocular involvement have been rarely reported earlier. [4, 5] A brief review is presented in Table  1 [5, [10] [11] [12] [13] [14] [15] [16] [17] . Ocular involvement may range from minimal conjunctivitis to periostitis, cold abscess, dacryoadenitis and bony involvement which may have grave consequences if diagnosis and therapy is delayed. [10, 18] empirical treatment with saturated solution of potassium iodide (SSKI) was started while culture reports were awaited but lesions deteriorated.
Mantoux test with 1 TU of PPD showed an exaggerated response relating possibility of CTB [ Figure 5 ]. The treatment was shifted to quadruple antitubercular therapy (ATT) with rifampicin 450 mg, isoniazid 300 mg, ethambutol 800 mg and pyrazinamide 1500 mg daily for 2 months followed by isoniazid and rifampicin in the same doses for 4 months.
Subsequently, the PCR was positive for M. tuberculosis complex confi rming the diagnosis and we observed remarkable improvement with ATT after four weeks although mycobacterial culture remained sterile. Fungal culture was also sterile. A complete course of directly observed short course of ATT was curative [ Figure 6 ]. Conservative management of cicatricial ectropion was done with plan of surgical reconstruction at a later date. isolate or visualise. [1, 4] LV is the most common variant approximating 59% of cases of CTB. [3] The morphological patterns may vary; nevertheless certain characteristic fi ndings are very redolent of CTB. LV is characterised by annular plaques with verrucose borders and an "apple jelly" crust in the centre of the healing lesion which were not seen in the present case. Haematogeneous dissemination is implicated in facial LV with a tendency of multiple site involvement as seen in our patient. [1] We were unable to observe mycobacteria in smears or culture of biopsy sample which in all probability was CTB is seen in patients with moderate to high degree of immunity. The lesions are classifi ed based on the mechanism of propagation which includes direct inoculation, contiguous infection or haematogeneous dissemination. Based on bacterial load the disease is categorised as multibacillary with enumerable bacilli and paucibacillary with sparse bacilli. CTB includes a morphological plethora with primary-inoculation TB, tuberculous chancre, scrofuloderma, TB periorifi cialis and acute military TB in the multibacillary spectrum. At the paucibacillary pole are tuberculosis verrucosa cutis and lupus vulgaris (LV) with sparse bacilli diffi cult to [5] 25/F, South Africa Ulcer Lt. Nares, conjuncticitis, cicatricial ectropion and corneal scaring (LV)
months Positive 6HRZ Cured
El Ghatit et al., [10] 18/F, Egypt Lt. Lower eyelid, cheek, globe; Rt. lacrimal sac (LV)
ATT×3 months
Cured, scar symblephron Khandpur et al., [11] F, Delhi Periorbital cellulitis like LV 6 months NA ATT 4 drugs Cured Khandpur et al., [11] F, Delhi LV, basal cell carcinoma like lesions of face 8 months NA ATT 4 drugs Cured
Daabek et al., [12] 3 cases, France Cervical-face tuberculosis NA NA ATT Treated Ghosh et al., [13] 12/M, Kolkata Indurated ulcerated plaque. India with scarring Rt. cheek, nose, vermilion border of lip 2 months 22 mm ATT Improved in 2 months
Padmavathy et al., [14] Adult F, Tamil Nadu India Extensive ulceration, face (LV) NA ATT Cured, scar
Garg et al., [15] 10/M, Harayana, India
Macules nose, both alae, Rt.
Cheek (LV) 3 months NA ATT Relieved, lost to follow-up Ljubenovic et al., [16] 75/M, Serbia B/L preauricular,Lt. Ear, forehead (LV)
years 20 mm ATT Regression
Mlika et al., [17] 6/M, Tunisia LV face 6 months 7 mm ATT Cured, scar Mlika et al., [17] 8 due to shortfall of bacilli for microscopy and culture in lupus. This paucity of acid-fast bacilli is in agreement with fi ndings of other authors. [5] In such cases PCR has an unequivocal role in authenticating diagnosis. The predictive value of Mantoux test is debatable. Ramam et al. document low sensitivity and specifi city using cut-off of 10-mm induration. They observed reactions ranging between 0 and 30 mm in normal healthy adults. [19] A strongly positive PPD reaction of >15 mm has been considered of diagnostic value by Bravo et al. [1] A hyperactive skin test in our patient was the only fi nding suggesting CTB simulating observations made in other documented cases [ Table 1 ]. [5, [10] [11] [12] [13] [14] [15] [16] [17] In spite of exhaustive laboratory work-up, diagnosis remained incomprehensible. With a view to treat probable sporotrichosis or chromoblastomycosis, both of which are a common occurrence in this region, a therapeutic trial with SSKI was initiated but without improvement. [6, 7] Subsequent to exaggerated Mantoux test, ATT was administered. Later, the diagnosis was confi rmed by PCR. A convincing favourable response also assented diagnosis of CTB and resolved the lesions in 4 weeks time with clinical cure after completion of therapy.
Early diagnosis and treatment is crucial in preventing irreparable damage when extension to major organs like eye is inevitable. In clinically ambiguous cases of CTB which may elude judgement, PCR plays a pivotal role in diagnosis. The results of Mantoux test and trial therapy may also be useful where molecular techniques are inaccessible. The conventional diagnostic modalities remain unhelpful and prove to be rather wasteful of resources and time. A therapeutic trial of 5 weeks is adequate to indicate CTB and in our case credible response was seen after 4 weeks. [20] There is a pressing need to make highly sensitive molecular diagnosis, like PCR, available and affordable for confi rmation of such cases and discourage improvident use of modalities with low sensitivity.
